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Available online 27 May 2016AbstractBlunt laryngeal trauma can cause acute airway obstruction requiring emergency intubation or surgical airway. Although its incidence is low,
it is truly an emergency condition in daily practice. We report the case of 46-year-old male motorcyclist whose chin was hit by a rolling door.
Acute obstruction of the airway developed within 2 hours. With emergency intubation and half month hospitalization, the patient was discharged
healthy. In conclusion, early diagnosis and rapid management with blunt laryngeal trauma is the key point of the outcome.
Copyright © 2016, Taiwan Society of Emergency Medicine. Published by Elsevier Taiwan LLC. This is an open access article under the
CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Keywords: Rapid airway compromise; Neck trauma; Cricoid fracture1. Case Report
A 46-year-old male motorcyclist came to the emergency
room due to blunt trauma to the neck half an hour earlier. Ac-
cording the patient, his neck was crushed by a rolling door; he
had neck pain only without any other symptoms. On arrival, he
could speak fluently as usual and physical examination showed
local tenderness with swelling over the neck and without limi-
tation of motion (Figure 1). His blood pressure was 156/
93 mmHg, respiration rate 16 breaths/minute, and oxygen
saturation 96%. There was no tracheal deviation, no subcu-
taneous crepitus nor deformity. The initial auscultation revealed
clear breathing sound without stridor or wheezing. With the
desaturation, 2 L of oxygen per nasal cannula was prescribed.
While the patient was under a relatively stable condition, an
otolaryngologist was consulted for airway evaluation. The
fiberscope examination showed swelling of the bilateral aryte-
noidwith poormovement of thevocal cord (Figure 2). Computed
tomography showed a fracture at the left cricoid cartilage with
peripheral soft tissue swelling and narrowing of the trachea* Corresponding author.
E-mail address: James_kcl@yahoo.com.tw (C.L. Kuo).
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license (http://creativecommons.org/licenses/by-nc-nd/4.0/).(Figure 3). After consultation, medication with dexamethasone
injection and epinephrine inhalation was prescribed. About
90 minutes after the accident, the patient developed hoarseness
and odynophagia. Repeated auscultation demonstrated stridor.
Oxygen saturation dropped to 87% and 89% under a non-
rebreathing oxygenmaskwith 15 L/minute. Due to concerns of a
progressive airway obstruction with respiratory failure, the
awake flexible fiberscope-aided transoral intubation was carried
out with a 7.5 F endotracheal tube. After admission, intravenous
steroids were prescribed to relieve the laryngeal swelling.
Repeated laryngoscopy revealed persistent left vocal cord palsy
due to injury to the left recurrent laryngeal nerve.
With trying to wean ventilator failure three times. Trache-
ostomy was performed to avoid airway obstruction 6 days after
admission. Twenty eight days after injury, the tracheostomywas
closedwithout any complication.During the 6-month follow up,
the patient still had hoarseness and left vocal cord palsy.
2. Discussion
Laryngeal trauma (LT) is an uncommon but potentially
devastating injury. In the USA, the incidence of all types of LT is
estimated to be between 1 in 5000 and 1 in 137,000 emergency
room visits.1,2 On average, there are one or two cases in our
emergency room yearly. Themortality rate for blunt LT can be asy Elsevier Taiwan LLC. This is an open access article under the CC BY-NC-ND
Figure 1. Gross appearance showed ecchymosis on the patient's chin.
Figure 3. Noncontrast neck computed tomography scan (transverse) revealed
fracture at the left cricoid cartilage with peripheral soft tissue swelling and
narrowing of vocal cords (arrowhead).
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Advanced Trauma Life Support protocol suggests three clinical
findings indicating laryngeal fractures: (1) hoarseness, (2) sub-
cutaneous emphysema, and (3) palpable fracture. Other common
symptoms we have seen are dyspnea, stridor, and hemoptysis.
However, blunt LT may be asymptomatic at presentation,
and progress over hours. With progression of laryngeal edema
or hematoma, acute obstruction of airway may occur. On
physical examination, subcutaneous emphysema, cervical
ecchymosis, or hematoma may be seen. On evaluation of the
severity of blunt LT, fiberoptic laryngoscopy can provide
direct inspection of the pharynx and larynx, and should be
performed when the condition of the patient is relatively sta-
ble.4 Computed tomography provides the most complete
assessment of the larynx and its framework.5 In our experi-
ence, laryngoscopy followed by computed tomography scan
are the recommended evaluation for LT.
Management of the airway in LT is a critical issue. If the
patient does not have any signs of a compromised airway,
conservative treatment with monitoring of clinical symptoms
and through repeated fiberoptic laryngoscopy may be indi-
cated.6 Steroids can be prescribed to reduce the resultant
edema.7 Patients should be observed for 12e24 hours post-Figure 2. Swelling of bilainjury to insure that their airway is not further compromised.8
If a patient has signs of airway compromise, such as respira-
tory distress or stridor, a definite airway should be established.
Immediate awake transoral flexible fiberoptic laryngoscope
intubation and conversion to tracheostomy afterwards is a
good method.8
Jewett et al9 found that roughly 63% of patients sustaining
blunt LT trauma required operative intervention to restore the
laryngeal apparatus or trachostomy. In our case, with the
respiratory failure and vocal cord palsy with weaning venti-
lator failure, tracheostomy was indicated.
In conclusion, LT can be treated with steroid and contin-
uous monitoring in patients without signs of airway compro-
mise. However, definite airway establishment is indicated in
life-threatening airway obstruction. It is important for emer-
gency physicians to recognize the possibility of progressive
airway obstruction in LT. Early diagnosis and management
lead to a better outcome.teral arytenoid (stars).
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